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Abstract
Background: Indigenous Australians and New Zealanders have a significantly shorter life expectancy than
non-Indigenous people, mainly due to differences in prevalence of chronic diseases. Physical activity helps in
the prevention and management of chronic diseases, however, activity levels are lower in Indigenous than in
non-Indigenous people.
Objective: To synthesise the literature on the effects of physical activity interventions for Indigenous people
in Australia and New Zealand on activity levels and health outcomes.
Methods: The Cochrane Library, MEDLINE, SPORTSDiscus and PsycINFO were searched for peer-reviewed articles and
grey literature was searched. Interventions targeted Indigenous people in Australia or New Zealand aged 18+ years
and their primary or secondary aim was to increase activity levels. Data were extracted by one author and verified by
another. Risk of bias was assessed independently by two authors. Data were synthesised narratively.
Results: 407 records were screened and 13 studies included. Interventions included individual and group based exercise
programs and community lifestyle interventions of four weeks to two years. Six studies assessed physical
activity via subjective (n = 4) or objective (n = 2) measures, with significant improvements in one study. Weight
and BMI were assessed in all but one study, with significant reductions reported in seven of 12 studies. All
five studies that used fitness tests reported improvements, as did four out of eight measuring blood pressure
and seven out of nine in clinical markers.
Conclusions: There was no clear evidence for an effect of physical activity interventions on activity levels,
however, there were positive effects on activity related fitness and health outcomes.
Trial Registration: The review protocol was registered with PROSPERO (registration number: CRD42015016915).
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Background
Internationally, Indigenous people have disproportion-
ately higher rates of preventable chronic disease that con-
tribute to a lower life expectancy than non-Indigenous
people [1–3]. Australia and New Zealand are both First
World countries with substantial inequalities in health sta-
tus between Indigenous and non-Indigenous people. In
Australia, Aboriginal and Torres Strait Islanders are the In-
digenous people, accounting for 3% of the population [4],
and their life expectancy is 10 years lower than that of non-
Indigenous Australians [5]. In New Zealand, the Māori
people are the Indigenous custodians, accounting for 15.6%
of the population [6], and their life expectancy is 7.1 years
lower than among the non-Indigenous population [7].
There is a variety of complex and interrelated social, eco-
nomic and historical factors that contribute to premature
death in Indigenous populations [8]. In Australia, it is esti-
mated that 70% of the inequalities in health are caused by
chronic disease [9]. Obesity related lifestyle diseases, such
as type 2 diabetes and cardiovascular disease, are some of
the leading causes of morbidity and mortality in Indigenous
populations in Australia and New Zealand [5, 10]. For
instance, the age-standardised mortality rate for type 2 dia-
betes in Indigenous Australians is nearly five times higher
than in other Australians [11], and four times higher in
Māori people compared to other New Zealanders [12]. The
age-adjusted death rate for Indigenous adults from cardio-
vascular disease is almost twice that of other people in
Australia [13] and New Zealand [6].
Excess body fat is a modifiable precursor of type 2 dia-
betes and cardiovascular disease [14]. In Australia, 66% of
Aboriginal and Torres Strait Islander people over 15 years
of age are overweight or obese, more than among non-
Indigenous Australians (rate ratio of 1.1) [15]. In New
Zealand obesity rates for adults are estimated to be 46%
for Māoris (rate ratio of 1.8 compared to non-Māori) [16].
There is substantial evidence for the benefits of physical
activity in preventing, managing and improving conditions
such as obesity, type 2 diabetes and cardiovascular dis-
ease [17, 18]. For example, regular physical activity can
increase insulin sensitivity both acutely and long term,
lower blood sugar levels, reduce body fat and improve
cardiovascular function [19]. Current physical activity
guidelines recommend that adults aged 18 to 64 should
accumulate 150–300 minutes per week of moderate phys-
ical activity or 75–150 minutes of vigorous activity [20].
However, in Australia, only 38% of Indigenous people in
non-remote locations meet the physical activity recom-
mendations. Furthermore, compared to non-Indigenous
Australians, Indigenous people in Australia are less likely
to be sufficiently active for health (rate ratio 0.8) and to
participate in any physical activity (rate ratio 0.9) [21]. In
New Zealand 50.1% of Māoris are sufficiently active com-
pared to 51% in the overall population [16].
Physical activity interventions have proved effective to
increase activity levels in the general population [22, 23],
however, these studies usually only include a very small
percentage of Indigenous people and results are not re-
ported separately [24, 25]. Moreover, general population
interventions may not always be appropriate for Indigen-
ous population groups. Cultural adaptations should be in-
corporated to ensure that the interventions adhere to the
community values and beliefs. This is due to Indigenous
populations being a minority and diverse group that, due
to cultural differences, need specific consideration when
designing programs. Recommendations have previously
been made by organisations, such as the National Health
and Medical Research Council in Australia, providing a
“Road Map” in regards to working with Indigenous popu-
lations and the cultural factors that researchers need to
consider before designing programs [26].
A recent literature review aimed to synthesise the evi-
dence on the effects of group-based sport and exercise
programs for Indigenous adults on anthropometric and
physiological outcomes and quality of life [27]. However,
although this review was described as ‘systematic’, the au-
thors of this review, which synthesised six studies, omitted
several studies that would have been eligible for inclusion
in our view. Moreover, this review did not meet all the cri-
teria of a systematic review, such as searching for grey lit-
erature, and the authors did not follow the PRISMA
statement [28], nor did they report sufficient information
on the methodology, such as search terms, to make the re-
view replicable. A systematic review, including 64 studies,
by Teufel-Shone and colleagues on Indigenous people in
the United States and Canada found physical activity in-
terventions to be effective on health outcomes related to
physical activity such as fitness and blood pressure [29].
Some reviews have synthesised the findings of different
kinds of interventions targeting chronic disease or risk
factors for disease in Indigenous Australians and New
Zealanders, however, these reviews were not specifically
focused on physical activity interventions [30]. A literature
review by Clifford and colleagues identified 20 interven-
tions which addressed smoking, nutrition, alcohol misuse,
or physical inactivity in Australian Indigenous populations
[31]. However, only five of the interventions had a specific
focus on physical activity, and this review did not sum-
marise results of the interventions as its main objective
was to describe and critique the methodology of the inter-
ventions. Overall, there is a lack of knowledge on the
effect of physical activity interventions on activity levels
and health outcomes in Indigenous people residing in
Australia and New Zealand.
Given the gaps in the literature and the high prevalence
of chronic disease and physical inactivity in Indigenous
people in Australia and New Zealand and the important
role that physical activity has in the prevention and
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management of these chronic diseases, a systematic review
of effectiveness of interventions to promote activity in Indi-
genous populations is warranted. This systematic review
fills significant gaps in the literature by identifying, critically
appraising and synthesising the evidence on the effects of
physical activity interventions designed for Indigenous
people in Australia and New Zealand on activity levels and
health outcomes. As well, we provide recommendations for
future research in physical activity interventions for
Indigenous people.
Methods
Literature Search
The PROSPERO database and the Cochrane Library were
searched for systematic reviews on physical activity inter-
ventions designed for Indigenous people in Australia or
New Zealand. Once it was determined that there were no
such reviews published or in progress, the review protocol
was registered with PROSPERO, the international pro-
spective register for systematic reviews (registration num-
ber: CRD42015016915) [32]. This review follows the
PRISMA statement for systematic reviews [28].
The Cochrane Library, MEDLINE, SPORTSDiscus and
PsycINFO were searched from their start dates until the
14th of March 2016 for physical activity interventions for
Indigenous people in Australia and New Zealand. Search
terms for population were ‘Oceanic ancestry group’ OR
‘population groups’ OR ‘Aborig*’ OR ‘Indigenous*’ and were
combined with ‘intervention*’ and physical activity related
terms (‘exercise’ OR ‘sports’ OR ‘motor activity’ OR ‘phys-
ical*’) and the free terms ‘physical*’ OR ‘fitness*’. No restric-
tions on language or publication years were applied. We
undertook forward and backward citation tracking from
the identified papers. Government websites and databases
were searched for grey literature. Health departments were
e-mailed in search of interventions that may not have been
identified. Experts in the field were contacted to search for
additional references. Search results and screening out-
comes are presented in a flow-diagram (Fig. 1).
Study Inclusion and Exclusion Criteria
To be included in the review studies had to evaluate an
intervention with a physical activity component for Indi-
genous people residing in Australia or New Zealand aged
18 years or over. Indigenous groups included Aboriginal
people and Torres Strait Islanders in Australia and the
Māori people in New Zealand. While it is acknowledged
that Pacific Islander people are not Indigenous to New
Zealand, there are historical and cultural connections with
Māori people [33]. Therefore, studies conducted in New
Zealand with Pacific Islander communities were also con-
sidered eligible for inclusion into the review. Physical
activity is a broad term which encompasses different
forms of body movement produced by skeletal muscle,
resulting in energy expenditure above resting level [34].
This includes exercise, sport and incidental physical
Fig. 1 Flowchart of the selection process for inclusion of articles in the systematic review
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activity. Studies with multi-component interventions were
included if increasing physical activity levels was a core
component of the intervention either through exercise
programs or health education aiming to promote activity.
Ideally the interventions would include a non-exposed
control group. However, it has been found to be difficult
to recruit participants for control groups in Indigenous
communities [35, 36]. Therefore, uncontrolled studies
with rigorous protocols were included. Protocols were
deemed as rigorous if sufficient methodological details of
the program were provided to allow for replication, and if
the pre and post outcome measures were directly compar-
able. The studies had to measure physical activity and/or
activity related health outcomes before and after the inter-
vention. Studies were excluded if they did not specifically
target Indigenous people, but only included them as sub
groups.
Data Extraction and Analysis
Two authors (AS and KG) independently screened the
articles found in the literature search and excluded those
that did not meet the inclusion criteria based on title,
abstract and full text. Differences in reviewers’ decisions
were resolved through discussion and consensus. Data
were extracted by AS and cross-checked by KG. A stan-
dardised abstraction procedure based on Zaza et al. [37]
was used to extract data from the included studies. In-
formation extracted included study population, study
setting (such as remote/rural), as well as demographic
and baseline characteristics of the participants. Details of
the intervention and control conditions along with the
study methodology, recruitment strategy, retention rates,
physical activity and activity related health outcomes, the
timing of measurements, and the acceptability of the pro-
gram to the Indigenous community were also extracted.
Appraisal of Study Quality
Two authors (AS and KG) independently appraised the
quality of the included studies with the Quality Assess-
ment Tool for Quantitative Studies [38] (Table 1). The
tool is used to rate several aspects of studies, such as
study design, selection bias, retention rates and data col-
lection methods, as well as the study overall as strong,
moderate or weak. Differences in ratings of study quality
were resolved through discussion and consensus.
Data Synthesis
Because of the heterogeneity of the study designs, pre-
dictor and outcome variables and the contexts in which
the data were collected, a meta-analysis was not possible.
Therefore, a narrative synthesis of the evidence was con-
ducted. The data synthesis contains findings from the
included studies such as type of intervention, target
population characteristics (Table 2), types of outcomes
that were assessed and the duration of the intervention
(Table 3). The effect of the intervention in each study is
summarised and it is noted whether changes were
significant, and what direction the changes were in
(positive or negative).
Results
Through database searching 407 records were retrieved,
all of which were published in English. Five additional re-
cords were identified through backward [39] and forward
citation tracking [40–43] and three through searching the
grey literature. After removing duplicates, 287 records
were screened and 17 articles were initially considered eli-
gible. Reasons for the exclusion of articles included studies
that were based on animal research, were not conducted
in Australia or New Zealand or did not have any physical
activity components, e.g. a nutrition only intervention.
After further consideration, the three studies from the
grey literature were excluded due to insufficient informa-
tion on, and lack of, comparability of pre and post mea-
sures of physical activity or health outcomes [44–46]. The
grey literature included the Green Prescriptions Patient
Survey 2014, which is a report on a study in New Zealand
that monitors key performance indicators of health, in-
cluding changes to physical activity [45]. An Australian
study on a lifestyle program called Ngawa Kurumutamuwi
(We Are Strong) was excluded due to lack of details on
population demographics and statistical analysis [46]. A
pilot study on a team-based weight loss competition in
Aboriginal communities from the New South Wales Min-
istry of Health was excluded due to lack of details on the
baseline and post measurements [44]. One study from the
peer-reviewed literature was excluded because of the over-
lap of data with another included study [47], leaving 13
studies [35, 36, 39–43, 48–53] in the synthesis. Three
studies were published before 2000 [35, 39, 42], four be-
tween 2000–2010 [36, 43, 50, 52] and six between 2011
and 2015 [40, 41, 48, 49, 51, 53]. There were three rando-
mised controlled trials eligible for inclusion in the review
[41, 48, 49], whilst the remaining studies used cohort de-
signs [35, 36, 39, 40, 42, 43, 51–53] and an interrupted
time series [50].
Figure 1 shows the flow diagram of the study selection
process.
Appraisal of Study Quality
Using the Quality Assessment Tool for Quantitative Stud-
ies [38], the overall study quality was rated as poor in
three studies [35, 48, 50], moderate in nine [36, 39–43, 49,
51, 52] and strong in only one study [53]. Overall scores
for each quality rating item are presented in Table 3. Study
selection bias had the weakest score overall, as nine stud-
ies were classified as weak due to not being representative
of the target population and only one study [52] was
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=
35
),
>
60
ye
ar
s
(n
=
22
).
Ta
sm
an
ia
n
A
bo
rig
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at
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at
io
n
an
d
se
co
nd
ar
y
pr
ev
en
tio
n
pr
og
ra
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.
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ra
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ra
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ra
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at
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w
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at
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ra
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at
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at
io
n
at
an
A
bo
rig
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at
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w
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w
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w
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at
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ra
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.
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m
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ra
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re
as
in
g
da
ily
m
ov
em
en
t,
an
d
ch
an
gi
ng
ob
es
og
en
ic
ha
bi
ts
.
Th
e
pr
og
ra
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%
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ra
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ra
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.9
[1
8–
82
ye
ar
s]
(m
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ra
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at
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.
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re
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re
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ra
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ra
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ra
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at
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w
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w
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w
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.
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m
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re
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.
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w
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m
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%
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at
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ca
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at
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↓
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classified as strong. No study rated weak in study design
or data collection methods, while confounding bias and
blinding were not applicable to the majority of the studies.
In data collection methods, all studies rated strong due to
utilising validated and reliable measures for health out-
comes and/or physical activity levels.
Population
All studies were focused on Indigenous adults aged 18
years and over. Nine of the 13 studies were based in
Australia and four in New Zealand. The number of par-
ticipants varied from 14 [39] to 418 in a cohort study
that involved four different Aboriginal communities
[52]. Seven of the studies had 50 or more participants
[35, 40, 43, 49–52]. Locations of the interventions varied
from metropolitan, urban and regional areas, [36, 40, 41,
43, 48, 49, 51, 53] to rural and remote locations [35, 39,
42, 50, 52]. Several studies were designed for a specific
ethnic group such as Aboriginal Australians [35, 40, 52],
Torres Strait Islanders [42], and New Zealand Māoris
[36, 50]. In other interventions different ethnic groups
were combined such as Indigenous Australians [39, 41,
43, 49, 51], Pacific Islanders [48] and Polynesians [53].
Ten studies had male and female participants, one study
exclusively targeted women [49] and for two studies only
male participants were recruited [41, 42]. The mean age
of participants across all studies ranged from 34 to 55
years and with 18–88 [52] and 19–82 years [51], two
studies had very wide participant age ranges.
Recruitment and Retention of Participants
The intervention programs varied by the recruitment
strategies, and the nature and delivery methods of the
physical activity component. Some studies had an open in-
vite for all community members [52], recruited through a
health centre or patient register [40, 50, 53] or utilised re-
ferrals through community leaders or other participants
[36, 40, 41, 43, 48, 51]. In some studies it was unclear how
participants were recruited [35, 39, 42], and for two stud-
ies [36, 49] protocol papers were published which de-
scribed the methodology in greater detail [54, 55].
Almost half of the studies either did not report infor-
mation on withdrawals from the study and drop-outs
from the physical activity intervention [52] or had less
than 60% of participants complete the study or failing to
have complete data sets [35, 41, 49–51]. Three studies
had a retention rate of participants to the program of
60–79% [40, 43, 53] and for four it was 80% or more
[36, 39, 42, 48]. Six of the studies had high numbers of
participants lost to follow up, and in one of these studies
the drop-out rates from the program or failure to attend
follow up data collection were so high that it resulted in
the under powering of some of the statistical analysis
[49]. Two studies were statistically underpowered in
some outcome measures despite moderate to high reten-
tion rates [43, 48].
Study Designs and Interventions
Three studies were randomised controlled trials (RCTs);
two were of 12 week exercise interventions [41, 49] and
one was a shorter 4 week intervention which consisted
of small sided (small number of players per team) team
sports [48]. Another study attempted to run an RCT to
examine the effect of community directed lifestyle pro-
grams on the primary and secondary prevention of obes-
ity and chronic disease, but used a self-selected control
group and therefore was not a true randomised con-
trolled trial [35]. An additional study had participants
share information on the nature of the diet and exercise
lifestyle intervention and became a cohort study, as the
control group was integrated into the intervention [36].
One study utilised an interrupted time series design to
examine the effect of health promotion and education
on high risk individuals to reduce insulin resistance [50]
and the remaining seven [39, 40, 42, 43, 51–53] were co-
hort studies. Some cohort studies measured data pre
and post intervention [39, 40, 51, 53], while two studies
measured data periodically [42, 43] and one study did
not specify when data collection occurred [52].
Ten studies focussed on prevention or management of
chronic diseases, such as type 2 diabetes and heart dis-
ease [35, 36, 40–43, 50–53], one study focused on car-
diorespiratory fitness and health [48] and Canuto et al.
[49] evaluated the effectiveness of a 12 week exercise
and nutrition program on waist circumference, weight
and biomedical markers in Australian Indigenous
women. The main objective in the study by O’Dea [39]
was to improve clinical risk factors linked to insulin
resistance.
Most of the studies included facilitated exercise sessions
[35, 36, 40, 41, 48–51, 53]. The modality of exercise ses-
sions varied between the studies. For example, while most
studies incorporated mixed aerobic and resistance training
programs two to six times per week [36, 40, 41, 49–51,
53], other studies used hunting groups [35] or small-sided
(small number of players per team) team sports [48]. In
one study physical activity was encouraged through self-
monitoring with a pedometer and participants were asked
to record their daily step counts [43]. Other studies en-
couraged physical activity through education and lifestyle
messages [42, 52] and in one study participants were taken
to a remote location to live a hunter-gatherer lifestyle for
seven weeks [39].
Cultural adaptations were noted in all studies. Specific
efforts to make programs culturally appropriate included
consultation with community members such as elders or
an advisory group [36, 49]. Examples of cultural adapta-
tions for interventions were using appropriate local
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dialect in promotion material [36, 42, 49, 50], using trad-
itional games or historically important cultural activities
such as paddling [36] and hunting [35, 39].
Effects on Physical Activity Levels
Although all studies evaluated an intervention with
physical activity as a single or core component, only
six studies assessed physical activity via subjective or
objective measures before and after the intervention
[35, 36, 39, 43, 49, 50], with significant increases in
only one study [50]. Two studies employed an objective
measure of physical activity (pedometers) [43, 49] and four
studies utilised self-reported measures. Self-reported phys-
ical activity was measured with a variety of tools such as
the Life in New Zealand questionnaire [36] and a validated
seven-day recall questionnaire [49]. The variation in the
measurement of physical activity levels across studies
resulted in data being represented in two older studies as
categorical (exercise intensity) [35, 39] and continuous
(step counts, or minutes of self-reported physical activity
per week) [43, 49], thus making them incomparable. Five
studies [36, 40, 41, 48, 51] used tests of functional or exer-
cise capacity and aerobic fitness as outcome measures,
and all found significant improvements.
Effects on Health Outcomes
Nine studies collected metabolic markers, including
fasting glucose, insulin, cholesterol and oral glucose
tolerance tests [35, 36, 39, 41, 43, 48–50, 52]. Signifi-
cant improvements were found in seven of these
studies [35, 36, 39, 41, 43, 48, 50]. Five of the seven
studies that assessed lipid profiles reported significant
improvements [35, 39, 43, 48, 50]. In regards to dia-
betes related markers, HbA1c was measured in three
studies [43, 48, 49], but a decrease was only found in
one of them [43]. All three studies that used an oral
glucose tolerance test reported significant decreases in
glucose levels [35, 39, 50]. Three studies measured
quality of life with the SF-36 survey [40, 49, 53], with im-
provements reported in two of the three studies [40, 53]
and both studies that reported dietary behaviours had sig-
nificant positive changes with increased intake of dietary
fibre and wholegrain [36, 50] and reduced saturated fat
consumption [36]. There were significant reductions in
seven of the 12 studies that assessed weight and/or
BMI [35, 36, 40–42, 49, 51]. No significant reductions
or increases in weight/BMI were reported in four
studies [39, 43, 48, 50, 53] and one study did not
provide enough information to determine if there
were statistically significant differences [52]. Of the
eight studies that assessed blood pressure, half had
significant reductions in systolic and/or diastolic pres-
sure [36, 43, 50, 51] while the other four did not re-
port significant changes [41, 49, 52, 53].
Long Term Effects on Physical Activity Levels and Health
Outcomes
Seven of the 13 studies only collected follow-up data im-
mediately post intervention [36, 39–41, 48, 51, 53]. In
one study the follow-up period was not specified, but
only referred to as “several months” after the interven-
tion [52] and two other studies collected follow up data
three [49], and six months [43] after the intervention.
Only three studies collected long-term follow-up data
(12 months or more) [35, 42, 50]. Long term follow-up
data collection periods were one [42], two [50] and four
years [35]. There were mixed results in regards to main-
tenance of changes in health outcomes. Canuto et al.
[49] implemented a 12 week program and reported
modest reductions in weight, BMI and blood pressure
immediately post program and 12 weeks later. There
were no significant changes in waist circumference and
metabolic markers at follow up, but the authors noted
that this could be due to a low participant retention rate,
which underpowered some of the study results. The
intervention group had reductions in median weight
from baseline (81.8kgs) to immediately post intervention
(80.2kgs), but had gained weight back at the 12 week
follow up (81.7kgs). The waitlisted group had an increase
in weight over all data collection points prior to receiv-
ing the intervention (90.6kgs, 93.2kgs and 95.2kgs
respectively). Rowley and colleagues [35] followed partic-
ipants up during a four year uncontrolled community
intervention with mixed results. The program achieved
significant reductions in fasting insulin concentrations at
6, 12 and 18 months. At further data collection points
(two and four years) fasting insulin concentrations con-
tinued to drop significantly in the older age group (35
years and over), but in the younger participants (15 to
34 years), there was no statistically significant reduction
over time. There were no changes in the prevalence of
overweight or obesity among the older participants, and
among younger participants weight increased over time
as seen in the BMI data collected at baseline (22.6 kg/
m2), two years (24.3 kg/m2) and four years (24.8 kg/m2)
(p for trend = 0.028). Chan et al. reported that six
months into a two year intervention there were signifi-
cant reductions in waist circumference, blood pressure
and clinical markers such as HbA1c and cholesterol [43].
However, for this study data were only reported for the
first six months of the intervention. A study in New
Zealand [50] reported increased physical activity levels
and reductions in the prevalence of insulin resistance
after two years of the intervention. The most significant
changes were in women aged 25–49 years and those
who had the highest levels of participation and marked
lifestyle changes. In the one year intervention by Egger
et al. the Indigenous Australian men who participated
were tested at baseline, 6 and 12 months, and showed
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continuous reductions in bodyweight, waist circumfer-
ence and a decrease in fat mass at all time points [42].
Discussion
Despite the high rates of physical inactivity and preventable
chronic disease among Indigenous people in Australia and
New Zealand, there is a dearth of evaluations of physical ac-
tivity interventions for these population groups. Moreover,
similar to other reviews of interventions for Indigenous
people [29, 30, 56], not only did we find just a small num-
ber of studies, but also that most of them were not meth-
odologically strong. The lack of RCT designs across studies
limits the overall internal validity of the findings, however,
study methodology and evaluation issues are not unique to
the South Pacific. Similar to our findings, a systematic re-
view on physical activity interventions in American Indian
and Alaskan native populations in North America reported
that the majority of community-based programs was not
rigorously evaluated [29].
The effects of the interventions on physical activity
levels were hard to determine. Only two of 13 included
studies in this systematic review used objective measures
of physical activity (pedometers) [43, 49] and another
four studies used self-report measures [35, 36, 39, 50]
which limits the validity of the data due to recall and so-
cial desirability bias [57], especially as these self-report
measures were not specifically designed for this popula-
tion group. In terms of health outcomes, all but one of
the included studies used weight or BMI as an outcome
measure and seven of these reported significant reduc-
tions. However, it is unclear if these significant improve-
ments in weight or BMI were due to an increase in
physical activity alone or changes in energy intake which
were not reported. Five studies [36, 40, 41, 48, 51]
employed some form of fitness test. Improvements in fit-
ness capacity are a valid indicator of increased physical ac-
tivity, as regular exercise improves anaerobic and aerobic
fitness [58]. If objective measures of physical activity were
not available, the use of tests of exercise capacity is appro-
priate. A functional capacity test, such as the six-minute
walk test, can be administered to a variety of population
types of various fitness levels and health status and
requires little equipment [59].
The results from this systematic review need to be inter-
preted with caution as in all but one study the methodo-
logical quality was rated as moderate or poor which limits
their internal and external validity. Methodological issues,
such as participant recruitment methods, may have caused
selection bias. For example, an open community invitation
recruitment [52] is subject to selection bias as volunteers
are more health conscious [60] and may lead to a sample
that is not representative of the target group. In terms of
attrition bias, participants lost to follow up may differ
from those who completed the study. Participants who
could not be reached at follow up had significantly lower
weight and/or waist circumference at baseline [35, 40, 42]
compared to the participants that remained in the study.
Attrition bias also reduces the sample size, which can re-
sult in studies being underpowered and therefore caution
needs to be taken when interpreting data [42, 48, 49].
Identified factors that can affect attrition rates were highly
mobile young populations [50], work commitments, and
needing to care for children [61]. However, most of these
issues also affect studies in non-Indigenous populations.
The strength of the intervention study designs varied.
It is difficult to assess the effect of confounding vari-
ables on the study outcomes as most were uncontrolled
and non-randomised which is a limitation of the evi-
dence. Despite the benefits of internal validity of rando-
mised controlled trials, as mentioned before, RCTs may
not always be feasible in Indigenous populations be-
cause it could be considered to be unethical to recruit
participants for control groups [35, 36]. Consultations
with community members, leaders and health workers
were undertaken prior or during almost all of the inter-
ventions in order to tailor the design to suit the com-
munity resources and culture. Availability of and access
to resources for interventions, such as infrastructure,
equipment, recreational facilities and health workers,
are influenced by geographical location [62], which in
five of the primary studies were in rural or remote
communities [35, 39, 42, 50, 52].
Cultural consultations, adaptation and flexibility in the
delivery of programs are important for interventions in In-
digenous populations. Interventions that included facili-
tated exercise sessions, as opposed to written information,
might be more appropriate for some Indigenous popula-
tions with lower levels of literacy. Gracey et al. [52] noted
that the older people may be semi or non-literate and the
local people were not comfortable with “high English” as
it was a second or third language behind their native
tongue. In regards to flexibility in interventions, McAuley
et al. [36] noted that their lifestyle intervention had to
evolve continuously over time to ensure it was still accept-
able to the local Māori people. Similarly, Dimer et al. [51]
allowed flexible timing of allocations of participant attend-
ance to the program by not creating specific times for ses-
sions in order to comply with Aboriginal ideologies that
conflict with tightly regimented, appointment-based sys-
tems. Concepts of time may differ between Indigenous
and non-Indigenous people due to cultural values. For
instance, Indigenous Australians have a ‘here and now’ ap-
proach, meaning that important and immediate priorities
will be seen regardless of prior commitments [63]. Specific
in-depth details of cultural adaptations may not always be
available as adaptations may be seen as part of the usual
development process in Indigenous-based programs and
are not necessarily described [29].
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Gaps and Limitations in the Current Literature and
Directions for Future Research
This systematic review provides a much needed insight into
the gaps in the current literature on the effect of physical
activity interventions on activity levels and health outcomes
in this particular population group. A primary limitation of
the existing literature is the challenge of undertaking rigor-
ous study designs, specifically in relation to recruiting con-
trol groups. Additionally, only three studies reported long
term follow-up data. Without long-term follow up informa-
tion the sustainability of the impact of the intervention in
the community cannot be assessed. This has been noted
previously in regards to other Indigenous groups around
the world where physical activity interventions are not
translated into ‘real-world’ practice despite having short
term significant effects, communities lacked resources to
sustain the programs [56]. Another limitation of most stud-
ies in this review was a lack of reporting of methodological
details. Moreover, lack of information in the description of
the intervention methodology, such as details about cul-
tural adaptation, cost and process of developing the pro-
gram, creates issues around best practice as it would then
be difficult to replicate successful programs. Missing infor-
mation from studies included sample size calculations and
statistical details on adjustment for confounding variables.
The inclusion of sustainability plans, cost-benefit analysis
[40], and information on community feedback on factors
such as barriers to attendance would be beneficial.
Recommendations for Practice and Research
Future evaluations of interventions aimed at increasing
physical activity levels in Australian or New Zealand
Indigenous populations would be improved by more
rigorous study designs. Validated objective measures of
physical activity would be desirable. Using pedometers
or accelerometers would increase the validity and com-
parability of data between studies. Causal pathways for
the health effects of regular physical activity levels in-
clude increased aerobic capacity and strength, outcomes
that other health behaviours, such as changes in dietary
behaviour, would not influence. Therefore, if objective
measurement of physical activity is not available due to
lack of funding, graded exercise testing or functional
capacity assessments are low cost options for researchers
and communities to examine direct effects of changes in
activity levels.
Community consultations are important to include in
study protocols. Although this process can be time con-
suming [64], it is necessary to make the intervention cul-
turally acceptable to the participants. For example, whilst
the challenges and appropriateness of having randomised
controlled trials can be determined by the community,
pragmatic study designs should be considered. A notable
example of working around this problem was the study
conducted by Canuto et al. [49], which was the only study
to utilise a wait-listed control group.
Studies with low retention rates should also provide
information on factors which led to people not attending
as it may help researchers in the creation of risk man-
agement plans. Coppell and colleagues [50] limited the
age range of participants for their intervention to 25
years and over as the community often had young adults
leave to get further education or employment in larger
towns. Increasing the minimum age of participants
could possibly reduce the attrition rates in some
communities, however, evidence on effects of physical
activity in early prevention of chronic disease in young
Indigenous people would be desirable. In most studies,
the age range of the participants was limited with no
studies focused specifically on young adults. While the
incidence of type 2 diabetes in young people in Australia
has not changed since 2002 [65], the prevalence of type
2 diabetes has significantly increased in Indigenous Aus-
tralian adults 35 years and older [66]. In New Zealand,
the number of people with diabetes has doubled in the
past ten years, with 40 new confirmed diagnoses every
day [67]. Therefore, earlier prevention and detection
would be beneficial and young adults may be an ideal
target group for physical activity interventions in pri-
mary health care prevention to avoid or delay acquiring
chronic diseases and the later complications that typic-
ally manifest 15–20 years after diagnosis [68].
Canuto et al. [61] wrote that logistical aspects, such as
transport to classes and competing commitments like
family obligations, were factors that influenced attendance
of their physical activity intervention and concluded that
future studies could identify potential barriers with pre-
program workshops. To minimise attrition in their inter-
vention Davey et al. [40] organised free transport for their
participants to get to the exercise sessions. They found
that the majority of the participants used the provided
transport and concluded that this might have contributed
to retaining participants.
For future studies, cost-benefit analyses would provide
useful information on economic feasibility, sustainability
and scalability which can help inform best practice for
studies that aim to address the needs of vulnerable pop-
ulations. Therefore, interventions need to be tested and
implemented with economically feasible methods [56].
Conclusions
Despite of the high rates of chronic disease and physical
inactivity in Indigenous populations in Australia and
New Zealand, only a very small number of evaluations of
physical activity interventions for these population
groups have been published. Only 13 studies were iden-
tified in this systematic review. Due to the lack of vali-
dated measures of physical activity in most studies it is
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unclear how successful interventions are at increasing
activity levels in Indigenous adults in Australia and New
Zealand. However, there is evidence to support that
interventions with elements of physical activity are
successful in improving health outcomes such as weight
and various clinical markers. Comparisons between
studies was difficult as there was a lack of homogeneity
in study designs and outcome measures, which may be
due to communities instigating intervention adaptations
to be tailored towards their individual needs. Validated
measures of physical activity and in-depth detail around
the cultural consultation phases, end of project feedback,
including strengths and weaknesses, and cost-benefit
analysis would be useful in guiding best practice for
physical activity interventions in Indigenous settings.
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